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ate manner. Although the public might exercise that right more through an advisory council than directly with a state agency, the point is made here because the ultimate obligations for accountability rest with the public sector agency.
Apart from fiscal auditing procedures, a state agency might discharge its public accountability duties in several ways. Among the tasks that might be pursued are formal quality assurance for providers, rigorous program evaluation, citizen review panels for complaints, and review of training and continuing education materials and programs.
Taking Political Considerations and Fiscal Constraints into Account
Steps at the State Level Various approaches may be needed to bring about the kinds of changes required to provide adequate levels of care for seriously ill or injured children. State agencies should identify mechanisms most appropriate for their circumstances, depending on such factors as the political and economic climate, the flexibility and effectiveness of existing organizational arrangements, and the specific problems that demand the greatest attention. They can then formulate specific proposals with many environmental factors already taken into consideration.
In some cases, legislative action may be appropriate to establish an official EMS-C component in the state's EMS program. New Jersey, in fact, passed such legislation in September 1992 (New Jersey P.L. 1992, c.96). It establishes an EMS-C program in the state EMS office and creates an EMS-C advisory council; it also calls for the program to develop education and training for EMS personnel, an interhospital transfer system, pedi-atric rehabilitation units, and guidelines for triage, prehospital equipment, ED capabilities, pcdiatric intensive care units (PICUs), and pediatric trauma centers. The AAP (1992e, Appendix Q) has published the text of this legislation as a model that other states might follow. Legislation can also be targeted to specific problems, such as requiring use of bicycle helmets, motorcycle helmets, safety seats in automobiles, and protective gear for sports. Broader legislation involving consumer safety programs might call attention to issues concerning baby cribs, children's toys, medicines, cleaning supplies, plumbing codes for water temperature regulation, and smoke detectors.
Funding policies provide another tool that can be used to encourage adoption of desired practices. Medicaid reimbursement criteria could be revised to promote certain practices—for example, to encourage use of office-based physicians for routine pediatric care, to promote better prenatal care, or to coordinate care for children with chronic illness; they also could be modified to permit exceptions to certain reimbursement limitations (e.g.,sure that their investment in EMS-C is beneficial and used in an appropri-ustice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
